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	In an average practice, a general practitioner will only see between five and seven patients following their self-harm each year (Prasad et al., 1999).  However, it is estimated that in 1996 there were 140,000 presentations to accident and emergency departments in England and Wales following self-harm (Evans, 2000).  Evans (2000) notes that offering effective interventions to those presenting themselves following self-harm will reduce the burden on general hospitals and psychiatric services.  The high number of young people leaving local authority care who engage in self-harm - some 35% as reported by Kenny (2001) – means that social services could also benefit from effective intervention.  However, to date, no single intervention has been shown to be effective in reducing repetition of self-harm (Hawton et al., 2001; NHSCRD, 1998).

	While there is a growing literature on self-harm (NHSCRD, 1998), and, although guidance on how to manage deliberate self-harm has been offered (e.g.  UKRCP, 1998), it is still a practice that is often misunderstood by many clinical professionals.  As a consequence, many myths have evolved regarding the aetiology of self-harm and little is known about how best to respond to an individual who is engaging in self-harming behaviour.  A number of writers on self-harm (e.g.  Babiker & Arnold, 1997) have highlighted how various professionals respond in inappropriate and sometimes detrimental ways to people who present themselves for help.  The clinical profession, in particular nurses and doctors working in accident and emergency departments, are reported as being unsympathetic towards self-harmers (Patel, 1975; Ramon et al., 1975; cf.  Pierce, 1986 and Treloar & Pinfold, 1993).  








	Respondents were recruited via postings to eight Internet discussion groups.  The selected groups fell into two broad categories: those that dealt primarily with self-harm; and other groups in which self-harm had been a topic of discussion.





	The questionnaire was presented in a single HTML file.  There were 12 sections to the questionnaire and responses were largely limited to forced-choice responses (exceptions to this included ‘other’ boxes for participants to indicate responses other than those provided).  Upon submission, responses were recorded into a data file by means of a Perl CGI-Script.  

The development of the questionnaire was guided by extant medical literature, as well as published research by service providers working with self-harmers.  This resulted in the 12 sections of the questionnaire: personal information (e.g.  age and gender); education and employment; details of the respondent’s family (e.g.  number of siblings); relationships with others; types of self harm; background information (i.e.  behavioural histories associated with self-harm); romantic relationships; circumstances surrounding self-harm; emotions in relation to self-harm; life events (i.e.  those which had triggered self-harm); consultations with others; and understanding of self-harm.  

Here we present the parts of the questionnaire that have been used for the respondent characteristics and data in this report.  Response options are provided in parentheses.  Under ‘Background Information:’ respondents were asked whether they had a history of any of the following; anorexia, bulimia, overdosing, alcoholism, drug addiction, attempted suicide, stealing (yes, no, and decline for each).

In the section ‘Relationships With Others’, respondents were asked whether they had been sexually abused (yes, no, decline), or physically abused (yes, no, decline).  Under ‘Types of self-harm’ respondents were requested to tell us about the types of self-harm they took part in the following practices; cutting, burning, scalding, hitting, scratching, and other (yes, no, decline for each).

Under ‘Circumstances surrounding self-harm’ respondents were asked at what time of day they tended to self-harm (morning, afternoon, evening, night, none specifically, and decline).  In this section they were also asked to indicate the age at which they began self-harming.

Under ‘Emotions in relation to self-harm’ respondents were presented with 3 bipolar dimensions (calm/anxious, elated/depressed, clearheaded/confused).  For each they were asked to express which (or neither) best described their emotions at each of three times; immediately before self-harming, during self-harming, and immediately after self-harming.  These dimensions are three bipolar opposite mood states taken from the Profile of Moods States Bi-polar Scale, a validated clinical tool developed by Lorr and McNair (1998).  





	Of the 243 respondents, 205 people specified their gender as female, 34 as male, and 4 did not specify their gender.  Mean ages were 21 and 23 years for females and males, respectively.  Respondents were asked their country of origin.  Over half the respondents were from the United States (n=133).  Other countries of origin included the United Kingdom (n=50), Australia (n=20), Canada (n=16), Germany (n=4), New Zealand (n=2), Sweden (n=2), Ireland (n=2), Finland (n=2), Japan (n=1), Singapore (n=1), Belgium (n=1), Israel (n=1), Dominican Republic (n=1), Denmark (n=1) and Norway (n=1).  Five respondents did not state their country of origin.

	A variety of self-harming behaviours were reported by our respondents.  Cutting (96.7%) was the most prevalent form of self-harm, followed by scratching (76.1%), hitting (63.0%), burning (47.3%), and scalding (16.9%).  A history of overdosing was reported by 41.6% of respondents, and 54.7% reporting a prior suicide attempt.  However, 37.9% of the sample reported that they also used other methods of self-harm.  
	Respondents were asked to indicate their history of a variety of behaviours or experiences that the available literature suggested were associated with self-harm.  High levels of sexual abuse (36.2%) and physical abuse (33.3%) were reported, along with eating disorders with 28.4% of the sample reporting a history of bulimia, and 27.6 % reporting a history of anorexia.  Nearly a third of the sample (31.3%) reported a history of stealing, 17.3 % alcoholism, and 15.2 % reported a history of drug addiction.
















Satisfaction with professional help

	Of 243 respondents, 178 (73.3%) reported that they had sought help/support in the past.  The questionnaire asked respondents to select from a list those people they had approached for help.  The list included eight sources of professional help commonly available to people who engage in self-harm, as well as two blank options for respondents to state other sources of support.  Table 1 provides frequencies of the number of respondents who had sought help from each type of professional and their degree of satisfaction.  

[INSERT TABLE ONE ABOUT HERE]

	Respondents were asked to indicate from a list all those sources of professional help they had consulted, and to rate how satisfied they had been with the help they had received from each of them.  Psychiatrists, counsellors and psychologists were consulted most frequently.  However, satisfaction (the total of respondents who were ‘satisfied’ or ‘very satisfied’) was lower for psychiatrists (27.0%) and nurses (23.1%) than for psychologists (35.6%) and counsellors (34.2%).  Dissatisfaction (the total of respondents who were ‘dissatisfied’ or ‘very dissatisfied’) was generally higher for psychiatrists (51.3%), nurses (49.2%), and doctors (48.9%) than other sources of help.  Voluntary organisations and self-harm specialists received the most favourable ratings, with 46.5% and 44.0% respectively being ‘satisfied’ or ‘very satisfied’ with the help that they had received.  It appears then, that when people who self-harm do seek help from medical professionals (doctors and nurses), most feel dissatisfied with the treatment or help they have been offered.  In addition, treatment by psychiatric services was often rated as unsatisfactory.  





TIMES WHEN HELP IS MOST NEEDED

1) Age at which self-harming begins.

	The age at which respondents started to self-harm ranged from 3 to 36 years.  However, the majority of the sample started to self-harm between the ages of 11 and 18 years.  Figure 1 shows the distribution of ages at which respondents started to self-harm.

[INSERT FIGURE ONE ABOUT HERE]

2) Age differences in consultation

	A chi-square analysis was performed to see if the frequency with which respondents consulted professionals for help varied as a function of age.  Only those who started to self-harm before the age of 19 were included in this analysis.  This sub-sample was selected in order to examine whether help was more likely to occur in adulthood than immediately, or soon after, self-harming behaviour began.  Table 2 provides details of the frequency with which those who were 19 years and under (adolescent group) and above 19 years (adult group) reported having utilised at least one professional source for help.  
[INSERT TABLE TWO ABOUT HERE]

	This analysis revealed that consultation with professionals about self-harming behaviour was less than expected amongst adolescents compared to adults who sought help more actively (2=3.6, d.f=1, n=210, p=.06).  


FACTORS IMPACTING UPON THE AVAILABILITY OF SUPPORT

Timing of self-harm and its effect on mood

	In response to the question ‘At what time of day do you tend to self-harm?’ 41.2% reported ‘no specific time’.  However 56.8% reported that they were more likely to harm themselves in the evening or at night.  

	In response to the questions on bi-polar mood states at different times, 78.3% of respondents reported feeling anxious prior to self-harming.  However, this figure was reduced to 10.7% after self-harm.  Before self-harming 60.0% of respondents reported feeling confused, whereas only 23.4% did so following self-harm.  Of 86.6% respondents who reported feeling depressed proceeding self-harm, only 39.3% reported doing so afterwards.  Thus it is apparent that self-harm has an impact on relieving negative mood states.  

Do people want to stop self-harming?
	









	Respondents to our survey expressed dissatisfaction with the care they had received from a number of health professionals who are most commonly involved in the treatment of self-harmers.  The aftercare arrangements for self-harm patients discharged from an accident and emergency department is often predominantly medical (general practitioners or psychiatrists) with little multidisciplinary input (Currie & Blennerhasset, 1999).  It has been suggested that an effective approach to self-harm may involve other professionals, for example a social worker or a psychiatric nurse (O'Brien et al., 1987).  However, all of these professionals were generally rated as providing unsatisfactory aid by our respondents.  Given the often negative (Patel, 1975; Ramon et al., 1975) or misinformed understandings (Arnold, 1994; Pembroke, 1994) that these professionals have of self-harm, it is reasonable to suggest that these contribute to the dissatisfaction by self-harmers of their treatment.  





	Intervening with 'treatment' to try and reduce or eliminate self-harming behaviour is a controversial issue (see Arnold, 1995).  Those who have extensive experience of working with self-harmers take the view that it is likely to be unproductive and even detrimental to the self-harmer to impose any constraints on their self-harming behaviour (Arnold, 1995; Spandler, 1996).  Rather, a therapeutic environment should be created in which the individual is motivated to discuss, and consequently deal with, self-harm in their own way (Arnold, 1995; Spandler, 1996; Crowe & Bunclark, 2000).  This is in contrast to the treatment commonly offered through psychiatric services, which concentrates primarily on decreasing the self-harming behaviour as a priority (Tantam & Whittaker, 1992).  

	However, the findings presented herein from our survey are worth noting in relation to preventative steps and medical intervention.  Firstly, the results of our questionnaire showed that the vast majority of our sample started to engage in self-harm between the ages of 11 and 18.  This result is indicative that amongst adolescents who self-harm there is either an unwillingness or inability to seek help from professionals.  Alternatively, they may not view themselves as being in need of help.  However, the majority of respondents reported wanting to stop self-harming which suggests that they would be receptive to intervention if available.  

	Just as drugs prevention programmes are targeted at vulnerable groups, it may be valuable to initiate certain measures within school welfare systems that can respond in a meaningful way to people who are experiencing difficulties during adolescence and being motivated to self-harm.  Perhaps, providing some other form of communication (e.g., psychodrama) during this time will help people to deal with their feelings in alternative ways.  Certainly, most young people could benefit from the availability of a school counselling programme, not just people who are self-harming.  Counsellors adopting this role should have a raised awareness of self-harm and its close association with adolescence.

	Another finding that carries implications for intervention is that 87.5% of respondents self-harmed in the evening or at night-time.  A cautious note should be struck here, namely it is possible that those who self-harm at night are more likely to use the Internet as a source of support, and hence this might present a biased sample.  However, if this finding can be shown for self-harm samples not recruited in this manner, then it is not surprising that the only source of immediate support may be a hospital, where generally the negative feelings and sense of worthlessness may be reinforced by the negative attitudes and behaviours of medical practitioners.  For self-harmers, being able to gain access to some form of professional support when they are thinking of harming themselves may be difficult given that the evening and night-time are particular times of vulnerability.  Furthermore, as negative emotions tend to dissipate following the act of self-harm, people may never actively seek support.  It would be beneficial for service providers to make themselves available in a supporting role at the times when self-harmers are feeling most vulnerable.  In hindsight, it would also have been beneficial to ascertain what particular days of the week (e.g. the weekend) self-harm was engaged in.  Future work should address this.  

	One important manner in which caring professional could make themselves available at times of need is via the Internet.  Internet groups such as the ones used to collect the data for the current study, provide a forum in which self-harmers can discuss their feelings and issues with others who can empathise.  Seven participants stated Internet bulletin boards as alternative sources of support.  As mentioned earlier this is likely to be an underestimate, and therefore the utility of these groups should not be doubted.  Furthermore, in terms of providing 24-hour support, these groups tend to be consistently active because of the time difference between various countries.  

Certainly in the UK, self-harm specialists have no form of provision for on-going support.  Of course, limitations in terms of resources are likely to prevent such developments from being undertaken.  Perhaps, one option would be to provide specialised training to organisations (such as the Samaritans or NHS Direct) that currently run 24 hour or during night-time support services to enable them to work effectively with self-harmers.  However, not all individuals have access to the Internet.  Again this is an initiative for project developers within caring organisations to take on board.  The development of software and protocols for computer therapy is a possibility, such as NHS Direct on-line (http://www.nhsdirect.nhs.uk/).

Future research may like to focus upon the above issues.  In addition, such work could be expanded to consider other occupational groups who may come into regular contact with self-harmers, but were not included in the present survey.  Such professions include the paramedics in the ambulance services, as well as family therapists, occupational therapists, and art therapists.  

Moreover, researchers may also like to consider the manner in which respondents interpret occupational titles that are presented to them.  For instance, terms such as ‘social worker’ or ‘self-harm specialist’, as used in our research, may mean different things to people with different cultural backgrounds.  The extent to which this needs to be considered will depend upon the research methodology employed.  Such issues are of particular import when conducting cross-cultural research such as with the present study.  

	In relation to the mood states, three bipolar opposite mood states (agreeable/hostile, energetic/tired and confident/unsure) from Lorr and McNair (1998) were not used in the present study.  Although these may be related to self-harm, as the questionnaire was lengthy, we considered including all of these would increase the likelihood of a fatigue effect, and so we left these out.  The three used were intended to act as provisional and exploratory measures of mood, and as such the authors recognise that they are insufficient by themselves to fully capture respondents’ mood.  In this instance we were more interested in examining aggregates of how mood changes throughout the act of self-harm, rather than to get a rich description of the respondent’s subjective state, although we believe that this can serve as a starting point for more detailed, qualitative, exploration.	










Table 1: Frequency of consultation (out of 243) with professionals and the degree of satisfaction (in percentages).
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